
AS  

TRANSMITTAL ANDNOTICEOFAPPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO:REGIONALADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

I- ,n , 

3. 	 PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

. ' JANUARY 1,-2001 

. . , *  ., I 

0NEW PLAN 0 AMENDMENT TO BE NEWSTATE CONSIDEREDPLAN AMENDMENT 
~~ ~~ ~~ ~~ -. ~~ ~­_. 

COMPLETE BLOCKS6 THRU 10 IF THISIS AN AMENDMENT (Separate TRANSMITTALforeach amendment) 
STATUTE/REGULATION BUDGET IMPACT , '  ":: .' '.6. FEDERAL CITATION: 17. FEDERAL 

a. F P I  2001 $ 242,000Title XIX of the Social SecurityAct; 
' I ' ,  b: FFY ' 2002 $z.315'fOd0 

8. 	PAGE NUMBEROF M E  PLAN SECTIONOR ATTACHMENT: 9. .PAGENUMBER PF THE SUPERSEDED PLAN SECTION 
.. . ' 

>
' 

, 
ORATTACHMENT (If A,+/+/&): " . I ,

Supplement 6 to Attachment 2.6-A SUPPLEMENT '6to Attachat2.6-A 

, . L- [j.! \ . ) /, , .so. ­
11. GOVERNORS REVIEW (Check One): :.- i 1  . . .,-. 

GOVERNOR'S OFFICE REPORTED NO COMMENT I 3  OTHER, AS SPECIFIED: ( $ 1  

0COMMENTS OF GOVERNOR'S OFFICE ENCLOSED ' 'SeeAttached Letter 

16. RETURN TO: 

Dorothy Karolyshyn 

Department of Human Services 


14. TITLE: 600 ,NewLondon Avenue 
Director Cranston, RI 02920 

15. DATE SUBMITTED: 
/ / Z / O I f  

FORM HCFA-179 (07-92) Instructions on Back 

I 
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